










40%of thepopulation isrelativelypoorandnotcoveredunderanyhealth insurance
scheme.To thatend,weestimate the“willingness-to-pay”（WTP）for thedifferent
attributes,byemployingtheDiscreteChoiceExperiments.
　Topinpoint alternativeMHI schemes thatmight induce customers topurchase



















　Poorhouseholds indevelopingcountries often suffer from ill healthand injuries,
which can become a considerable economic expense for them.To alleviate this
impactandcomplementexisting informal risk-copingmechanisms,various typesof
community-basedhealth insurance（CBHI）programshavebeen introduced.However,
generally, the take-uprates for theseprogramshavebeen lowandevendeclining in
somecountries,although thepotentialdemand formicrohealth insuranceshouldbe






　Agrowingbodyof literaturehas investigated the reasonsbehind the low take-
uprate.However, regardingalternativeMHI, fewstudieshave investigatedwhether
anyalternative insuranceschemescould inducepotentialcustomerstobuy insurance
（Nostratnejadet al.,2016;Khan,2013;Mulupiet al.,2013;Harms,2011）.Amongthose,








health insuranceschemes.Abiiroet al.（2016）andObseet al.（2016）applydiscrete
choicemodelsforrigorousquantitativeanalysisofalternativeMHIschemesinMalawi










the heterogeneity among socio-demographic characteristics that determine the
preferenceforoneoftwotypesofMHIbyusingDCEandmixedlogitmodels.
　Theobjectiveofourstudyistoevaluatethedemandfordifferentattributesofmicro




　InCambodia,MHIhasbeenavailable topoorhouseholdssince1998.At the initial
stage, itwasonly thevoluntarytypewhichhadbeen fundedandassistedbydonors.
Since2000, theCambodiaHealthEquityFund（HEF）for thepopulationunder the
poverty linewasstarted, receivingfinancial supportbydonors.UnderHEF, thepoor
cangetfreemedicalservices.After2008,HEFhasbeenfundedbygovernment.Around
thistime,foreigndonorshavewithdrawnfromMHIprojectsandtheoperationofHEF














clinicshavenotbeen includedamong the serviceproviders.Further, existingMHI
programshavehadproblemswiththeunfairtreatmentofthe insuredbydoctorsand
nurses inpublichospitals, andwithexplanations that shouldhaveassistedpotential
purchasers in fullyunderstandingthe insurance1）.Therefore, if thesixattributesare
improved,MHIcouldpotentiallyattractmoreinsurancepurchasers.
　Topinpoint alternativeMHI schemes thatmight induce customers topurchase
insurance,wedesignedalternativeattributes that include the treatmentof chronic

























contractscenariosandasked therespondents tochoose the insurancecontract they
preferred. InDCEstudies, theappropriateselectionof theattributesandtheir levels
thatcreate thesehypothetical scenarios is important.Thealternative scenarioshad
differentcombinationsofattributes.Basedontheinformationderivedfromtheliterature
（Bigdeliet al.,2016;OzawaandWalker,2011;Yagura,2014）,weselectedthefollowing
six attributes: per capitapremium,medical serviceproviders, exclusionofbenefit,





tableselection, the twoscenarioswerechosen from24profiles includingthecurrent


























































































2.3 Analytical Model: Conjoint Analysis with Mixed Logit Model




　where xnjt is thevectorofparticipantn’s i thalternativewith theaforementioned
attributesandalternativespecificconstants（asc）basingtheopt-outoption.βn isavector
ofcoefficients forcorrespondingattributes, forwhichdensity isdenotedas　　　　,
whereθaretheparametersofdistribution.
　　　　　 （2）
　where i（n,t） is thealternativechosenby theparticipantnonchoiceoccasion t.
Theunconditionalprobability isgivenby integrationofconditionalprobabilitybyβas
follows.
Table 3. Example of Profiles for DCE
Q1.
Attributes Premiums Exclusion Provider Manage-
ment
Coverage
Outpatient Inpatient Drugs Tests
InsuranceA 10,000 Chronic PC Meeting 100% 100% 100% 90%




Attributes Premiums Exclusion Provider Manage-
ment
Coverage
Outpatient Inpatient Drugs Tests
InsuranceA 1,000 Default PC Meeting 90% 90% 100% 100%








simulated likelihoodestimation（Train, 2003）.Themaximization is implemented in
STATAusingmixlogit（Hole,2007）.
3. Results and Discussion
　Theresultsof themixed logitmodelareshown inAppendixTable.Asshown, the
coefficientofpremiumissignificantlynegativeandthecoefficientsof fullbenefitand
anyhospitalprovider,aresignificantlypositive.Thisindicatesthatwhentheinsurance
purchasers can takemedical services fromall publicproviders andprivate clinic,
























probability of insurance take-up improves.By contrast, if thepremium increases,
















ExcludingNone 5,911 *** 1,792
NationalHospital 613 25
PrivateClinic 3,714 *** 4,445
AlltheProviders 4,769 *** 4,470
Meeting 1,759 795
Meeting&Monitoring 2,829 * 1,573
OPD100% 126 −



















　However,even ifweassumetheWTPofpreviousMHIscheme isequal to933riels






4. Conclusion and policy implications
　This studyapplies amixed logitmodel to evaluate thedemandamongpotential
customers forMHIattributesto identifymoreacceptable insuranceschemesforrural
Cambodia.Themainfindingsareasfollows.
　Ifweaddtheservicesinnationalhospitalandprivateclinic,theservicesforchronic
diseases,dental surgeryandglasses,and the improvementofmeeting&monitoring
methodsto thepreviousMHIscheme,WTPofpotential insurancecustomers isover












　Our findingscontribute to the literaturebyadding to the limitedevidenceabout
individualpreferences forattributesofMHI indevelopingcountries.Ourstudyalso
offersvaluableinformationthatcanbeusedbyhealthcareauthoritiesanddevelopment
assistantagencies toprovidehealth insurance to therelativelypoorpopulationwho
account fora largepercentageof the totalpopulationandarenotcoveredbyhealth
insuranceinlow-ormiddle-incomecountrieslikeCambodia.
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